While everyone knows they are going to die, most of us now and again talk about it in terms of 'if' as opposed to 'when'. However, although the prevalence of death is 100%, there are remarkable inequities in the circumstances surrounding it, the quality of care before death, and support for family members. This is true throughout Europe, as well as other parts of the world. Such inequity in end of life care is expressed through unequal access to appropriate symptom relief, lack of communication about imminent death and fallible fulfilment of preferred place of care at the end of life and dying. This is particularly significant given the ongoing demographic, epidemiologic and medical-therapeutic challenges in Europe: increasing life expectancy, an increasing proportion of the population dying from chronic, life-limiting conditions -in particular cardiovascular diseases -and increasing progress in therapeutic options and possibilities. In response, an increased interest in the development of palliative care has been recognised. Accordingly, emphasis is given on improving well-being, affirming life, active relief of symptoms and alleviation of suffering, as well as early and timely introduction of such palliative actions for those with lifelimiting conditions, often alongside rehabilitative or curative goals of care and therapies. However, steps towards changed practice still need to be taken for implementation of the knowledge available.
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Today, society assumes the patient's home is the most preferable place for care at the end of life and dying, and this also ties in with many severely ill persons' preferences. However, European countries differ statistically in regard to the proportion of deaths occurring in actual ordinary homes, in hospitals and in nursing homes. 1 Moreover, in European countries, the proportion of people with for example dementia-related diseases who die in hospitals vary from 3-46%. 2 Place of death also varies for several other groups, such as children. 3 Only a minority of the population (although this varies) are cared for in hospices or specialised palliative care settings and the match between preferred and actual place of death is lacking. At first glance, there appear to be no problems associated with this, since health policy-makers, professionals and researchers all now agree that palliative care can and should be practiced in any health care setting. Fittingly, palliative care is considered an orientation and quality marker for the promotion of quality of life and well-being in the proximity of death related to complex chronic conditions, progressive fatal diseases and frailty in old age. However, the accomplishment of palliative-oriented care at the end of life is not fulfilled in all types of health care settings. In particular, it is remarkable that hospitals fail in this regard, when patients have 24/7 access to registered nurses and physicians.
Differences related to place of care at the end of life and dying are associated with a number of inequities. For example, people dying from heart disease as opposed to cancer are reported to have fewer drugs prescribed for the relief of prevalent symptoms, receive less information about the proximity of death, more often die alone, and their family members are less commonly offered bereavement follow-up. Health care providers also more rarely document this group of patients' preferences of where to die. 4 Family members' need for support related to caregiving, as well as grief is widely reported, and specific vulnerable groups need to be better targeted. Thus, empirical findings clearly display complex and problematic patterns that are contrary to the ideals for palliative care, which emphasise active promotion of well-being and quality of life for all in need at the end of life or related to grief. Further, the empirical research reveals societal structures influencing patterns of care at end of life to a greater extent than individual preferences, for example, availability of hospital beds and home care services. 1 A first step to increase adherence to palliative approaches for those in need is the active identification and communication of prospects and future expectations of the patient's condition. In a Swedish county, the reorientation from curative or rehabilitation goals of care towards palliative care goals was found to occur for those dying with non-cancer (compared to cancer) closer to death or not at all. Of significance to a greater part of the population is that the presence of circulatory diseases was associated with the lowest probability of reorientation of care before death. 5 In the late or non-acknowledgment of needs for palliative care, important patient and family beneficial outcomes will not occur. This is underlined by novel findings for patients with lung cancer, which indicate early initiation of palliative care contributes to more than higher quality of life with less prevalence of distressing symptoms. In a randomised controlled trial format, patients referred to early palliative care also received less aggressive treatments close to death and lived longer compared to those in standard care. 6, 7 Early communication of advanced and lifelimiting conditions thus presupposes possibilities for initiation of palliative care, resonating with the notion of health-promoting palliative care. 8 From this perspective, the promotion of well-being for people at the end of life and counterbalancing the known inequities in the population will be of concern.
Recent research does more than reiterate the importance of providers' awareness of open communication, which Glaser and Strauss 9 presented half a century ago. Despite being informed about receiving palliative treatments and care, patients may struggle severely to make sense of it. 10 Consequently, repeated dialogues marked by the providers' honesty and sensitivity, with acknowledgement of fluctuations in the patient's illness trajectory, are usually very much needed. This is highlighted in the ways that open communication is a prerequisite for enabling people to make choices regarding how and where to let life take its course, while at the same time living under life-limiting conditions and preparedness to say farewell. Moreover, recent findings emphasise the significance of this by indicating that patients who had received open communication about living in proximity to death were more likely to have died in their preferred place, and family members were more likely to have been offered bereavement support. 11 Early and timely initiation of palliative care and health promoting palliative care will, however, further challenge and add to complexities related to the provision and communication of palliative care. For example, communication of fatal prognosis and implementing rehabilitation alongside the introduction of palliative approaches involves balancing acts from skilled teams. Providing palliative care is in fact marked by complex communication and care, and involves subtle existential and spiritually related activities. 12, 13 Further explication of the prerequisites, processes and outcomes of palliative care for people at the end of life, including those with complex chronic life-limiting conditions, the frail elderly and other groups with special needs might challenge the provision of palliative care. Since models for providing palliative care partly were developed decades ago and partly tailored for people with cancer, upto-date knowledge will form a significant basis for the development of models applicable tomorrow for palliative care that at least moderates the inequities we recognize today. In order to accomplish such progress, there is a an urgent need for creative collaboration between practitioners and researchers for the development of modes, approaches and models for end-of-life care responding to palliative care needs of individuals of all ages, independent of diagnosis and living circumstances. Such development will be of interest to everyone in society.
